Psychiatric disorders are reported to be present in 80% to 90% of suicide deaths in highincome countries (HIC), but this association is less clear in low-and middle-income countries (LMIC). There has been no previous systematic review of this issue in LMIC. The current study aims to estimate the prevalence of psychiatric morbidity in individuals with suicidal behaviour in LMIC. OPEN ACCESS Citation: Knipe D, Williams AJ, Hannam-Swain S, Upton S, Brown K, Bandara P, et al. (2019) Psychiatric morbidity and suicidal behaviour in low-and middle-income countries: A systematic review and meta-analysis. PLoS Med 16(10):
Methods and findings
PubMed, PsycINFO, and EMBASE searches were conducted to identify quantitative research papers (any language) between 1990 and 2018 from LMIC that reported on the prevalence of psychiatric morbidity in suicidal behaviour. We used meta-analytic techniques to generate pooled estimates for any psychiatric disorder and specific diagnosis based on International classification of disease (ICD-10) criteria. A total of 112 studies (154 papers) from 26 LMIC (India: 25%, China: 15%, and other LMIC: 60%) were identified, including 18 non-English articles. They included 30,030 individuals with nonfatal suicidal behaviour and 4,996 individuals who had died by suicide. Of the 15 studies (5 LMIC) that scored highly on our quality assessment, prevalence estimates for psychiatric disorders ranged between 30% and 80% in suicide deaths and between 3% and 86% in those who engaged in nonfatal suicidal behaviour. There was substantial heterogeneity between study estimates. Fiftyeight percent (95% CI 46%-71%) of those who died by suicide and 45% (95% CI 30%-61%) of those who engaged in nonfatal suicidal behaviour had a psychiatric disorder. The most prevalent disorder in both fatal and nonfatal suicidal behaviour was mood disorder (25% and 21%, respectively). Schizophrenia and related disorders were identified in 8% (4%-12%) of those who died by suicide and 7% (3%-11%) of those who engaged in PLOS Medicine | https://doi.org/10.1371/journal.pmed.1002905 October 9, 2019 1 / 29 a1111111111 a1111111111 a1111111111 a1111111111 a1111111111 nonfatal suicidal behaviour. In nonfatal suicidal behaviour, anxiety disorders, and substance misuse were identified in 19% (1%-36%) and 11% (7%-16%) of individuals, respectively. This systematic review was limited by the low number of high-quality studies and restricting our searches to databases that mainly indexed English language journals.
Conclusions
Our findings suggest a possible lower prevalence of psychiatric disorders in suicidal behaviour in LMIC. We found very few high-quality studies and high levels of heterogeneity in pooled estimates of psychiatric disorder, which could reflect differing study methods or real differences. There is a clear need for more robust evidence in order for LMIC to strike the right balance between community-based and mental health focussed interventions.
Author summary
Why was the study done?
• Approximately 800,000 people die by suicide each year, with 75% of these deaths occurring in low-and middle-income countries (LMIC).
• Psychiatric disorder is thought to be associated with 80% to 90% of those who engage in suicidal behaviour in high-income countries (HIC), but this association is less clear in LMIC.
• A better understanding is needed of this association in LMIC to ensure effective and appropriate allocation of limited resources.
What did the researchers do and find?
• We searched the existing literature for studies conducted in LMIC that estimated the proportion of individuals who engaged in suicidal behaviour with psychiatric disorders and found 112 studies from 26 countries (mainly from China and India).
• Even in the higher quality studies, there was wide variability in the proportion of psychiatric disorders in fatal (30%-80%) and nonfatal (3%-86%) suicidal behaviour, but on average, 58% of those who died by suicide and 45% of those who engaged in nonfatal suicidal behaviour had a psychiatric disorder.
• Mood disorders were the most prevalent disorder identified in both fatal and nonfatal suicidal behaviour.
Introduction
At least 800,000 people die by suicide every year, with over three-quarters of these deaths occurring in low-and middle-income countries (LMIC) [1] . Suicidal behaviour is complex with a wide range of contributing factors [2] , but it is clear that psychiatric disorders are important in aetiology. The evidence, which largely originates from high-income countries (HIC), estimates that 80% to 90% of people who die by suicide [3] [4] [5] and 92% of individuals who attempt suicide [6] have an associated psychiatric disorder. The treatment of these disorders is likely to contribute to suicide prevention efforts. Psychiatric disorders may play a less prominent role in suicidal behaviour in LMIC, and it has also been argued that the behaviour itself is different in LMIC versus HIC settings [7] . Studies from LMIC provide wide-ranging estimates for the prevalence of psychiatric morbidity in suicidal behaviour, ranging between 10% to 88% [8] [9] [10] . A better understanding of the association between psychiatric disorders and suicidal behaviour is important to ensure that the limited resources in LMIC are directed to the appropriate support services.
To our knowledge, there have been no previous meta-analyses of the prevalence of psychiatric morbidity in suicidal behaviour focussed specifically in LMIC. Previous reviews on this topic have focussed on individual regions only [11] , excluded non-English language papers [4, 6] , or included papers that assessed lifetime psychiatric morbidity as opposed to disorders associated with the suicidal act [3] . None of the previous reviews have considered both fatal and nonfatal suicidal behaviour. In this systematic review, we aimed to estimate the prevalence of psychiatric morbidity in individuals who engaged in suicidal behaviour in LMIC by synthesising existing observational evidence. We estimate the prevalence of both overall psychiatric disorders and specific diagnoses based on the International Classification of Diseases (ICD).
Methods

Protocol and registration
Our systematic review was conducted following the PRISMA guidelines (S1 PRISMA Checklist) and the protocol registered in advance (PROSPERO 2018 CRD42018087851; see S1 Protocol).
Eligibility criteria
General population samples from LMIC were included in this review [12] . No age or sex exclusions were made. We included papers that reported on the prevalence of psychiatric morbidity in individuals who engaged in fatal and nonfatal suicidal behaviour. Nonsuicidal self-injury (NSSI) is still a relatively new and understudied area in LMIC, and most studies did not distinguish between NSSI and suicide attempts; for this reason, we did not exclude studies based on suicidal intent nor consider NSSI separately. We included papers that reported on a psychiatric diagnosis based on (i) research diagnostic criteria (i.e., a structured interview), (ii) clinicians' diagnosis, or (iii) a validated scale with a defined cut-off for case-ness (e.g., Patient Health Questionnaire [PHQ-9]-depression indicated if a score of �10 reported). We excluded studies that only reported on either lifetime suicidal behaviour or lifetime psychiatric morbidity because the temporal relationship was then uncertain. We were most interested in the role of psychiatric morbidity as a proximal antecedent to suicide in LMIC rather than an enduring risk factor. An important issue clinically is how many people are suffering with a psychiatric disorder at the time of death. A psychiatric illness diagnosed at some point in the past could have been incidental and not related to the suicidal behaviour. If a study reported on a clinical diagnosis, it was assumed to be the diagnosis at the time of event if not otherwise stated. Studies that reported on a single method of suicidal behaviour were included in the review but were not considered as a high-quality study (see below) because of threats to generalisability. No language restrictions were applied, and papers published between 1 January 1990 and 25 Febuary 2018 were included. We judged studies published prior to 1990 to be of less relevance given the changing global context of suicide [1] . This date also meant that we were not considering diagnoses based on earlier versions of the main classification systems for psychiatric diagnoses (ICD and DSM). Most studies from LMIC that used a structured interview (our gold standard) used a structured clinical interview for DSM (SCID), which was first published in 1990 [13] . If a single study was reported in multiple reports, the report with the most comprehensive data and complete case series was used to extract data.
Information sources
We searched Medline, PsycINFO, and EMBASE using a combination of key search terms relating to our 3 primary concepts: (i) psychiatric morbidity, (ii) suicidal behaviour (fatal and nonfatal), and (iii) LMIC. The search terms used in Medline are shown in S1 Appendix. Reference searches were conducted on all included papers and relevant reviews.
Study selection
Titles and abstracts were screened by a single reviewer and a random sample of 30% of articles were independently screened by a second reviewer. The interrater reliability between the reviewers was good (Kappa = 0.75; 95% CI 0.69-0.80) with the initial reviewer being more inclusive. Full-texts were screened independently by 2 members of the research team, and a third reviewer resolved any disagreements; the third reviewer also reviewed all excluded fulltext papers. All screening was done using the web application Rayyan [14] . All non-English language papers were screened and data extracted with the help of a native speaker.
Data extraction
Using a structured data extraction proforma 2 review authors independently extracted data on study design, participants, exposure, and outcome details. When papers presented prevalence estimates for both fatal and nonfatal suicidal behaviour separately, each outcome was included as a separate study (e.g., [15] ). If a study reported on both fatal and nonfatal suicidal behaviour but did not provide separate estimates of the prevalence of psychiatric morbidity, the majority outcome (fatal/nonfatal) was used to class the study as either being a study of fatal or nonfatal suicidal behaviour [16] [17] [18] . We extracted prevalence estimates for each diagnosis reported in a single paper; this therefore means that a single study contributes more than one prevalence estimate in this review.
Quality assessment
We used a similar concept for assessing data quality as that employed by the Newcastle-Ottawa scale (NOS) for assessing nonrandomised studies [19] . The NOS does not have a scale for assessing case series; therefore we created a quality assessment tool that assessed potential sources of selection bias and exposure ascertainment. Quality was assessed by 2 independent reviewers. A study was classed as being of high quality if it recruited a consecutive series of suicidal behaviour cases with no threats to generalisability and if the psychiatric diagnosis was reached through a structured interview. The scale used is provided as a supplement (S1 Appendix), and studies were dichotomised as those that scored highly on both the selection of cases and the assessment of psychiatric disorder. Studies were discussed by 2 reviewers, and a consensus rating was recorded.
Analysis
The prevalence of psychiatric morbidity was recorded as the proportion of individuals who engaged in suicidal behaviour with a psychiatric diagnosis. In some studies, the raw numbers of cases with a diagnosis were not presented, but this was back calculated in order to allow inclusion in the evidence synthesis. We pooled prevalence estimates using random effects meta-analysis using Stata version 15; this was done separately for fatal and nonfatal suicidal behaviour. We used the metaprop command in Stata and used a continuity correction for study estimates to ensure that studies with prevalence estimates close to 0% or 100% were not excluded. As recommended, we have used the score methods for the estimation of CIs for our binomial data [20] . Pooled estimates were generated using a random effects model using the method of DerSimonian and Laird [21] , with the estimate of heterogeneity being taken from the inverse-variance fixed-effect model. We calculated a pooled estimate for each broad ICD-10 (f-code) diagnostic category separately and for the prevalence of any psychiatric disorder (if this was reported). Between study heterogeneity was assessed using I 2 [22] . A pooled estimate was only calculated if there were enough studies in each broad ICD-10 code; codes with less than 5 studies were not meta-analysed. We also present the pooled estimates of the high-quality studies and use this to form the basis of our conclusions. Forest plots were used to graphically present the data, and predictive intervals are presented for the primary analyses. We conducted a set of prespecified subanalyses exploring potential sources of heterogeneity by (i) region, (ii) proportion of males (<50% versus �50%-to reflect the known sex differences in psychiatric morbidity in the general population), and (iii) subgrouping of f-codes. We did not generate pooled estimates for subgroups in which there were fewer than 5 studies. We also did not pool the estimates for the f-code subgroup of unspecific mental disorders, because the disorders included in this category are likely to be highly heterogenous. As a post hoc subanalysis, we explored potential sources of heterogeneity by the ages of individuals included in the studies. We grouped studies into those conducted in young people (�25 years), working age adults (26-65 years), or older adults (>65 years). Studies that included all ages were grouped with the working age adult studies. We also conducted 2 additional subgroup analyses-by assessment type and method of nonfatal case ascertainment. These additional analyses were post hoc and restricted to the main psychiatric morbidities identified in this review. All data used in this analysis can be found in the supporting information (S1 Data).
Ethics
Ethical approval was not necessary, because this was the analysis of previously published data
Results
Fig 1 shows how we identified 112 studies reported in 154 papers, involving 30,030 nonfatal suicidal behaviour cases (studies n = 89) and 4,996 suicide deaths (studies n = 23) from 26 LMIC (see Table 1 for study characteristics). This represents 19% of all LMIC and 72% of people who live in LMIC [23] . The countries represented in the suicide studies account for 53% of suicide deaths globally and 70% of LMIC suicide deaths. There were 18 non-English articles included in this review. The countries with the greatest number of studies were from India (n = 28; 25%), China (n = 17; 15%), and Iran (n = 12; 11%). Suicide deaths were primarily identified through coroner's or police records (n = 14) or through active surveillance systems (n = 7). Most studies on nonfatal suicidal behaviour (n = 81; 91%) were conducted in a hospital setting, with only 8 conducted in a community setting. Most studies either included all methods of suicidal behaviour or did not specify, with only 15 studies reporting on a specific method [17, [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] . Table 2 and Table 3 summarises the number of studies reporting on each ICD-10 diagnosis category. If a study reported on a diagnosis that was unable to be grouped into a single ICD-10 category, these estimates were excluded (n = 12). A total of 17 studies were rated highly in our quality rating (15 of which reported on the overall prevalence of psychiatric disorder and 2 reported on individual diagnoses). These studies were from China, India, Indonesia, Brazil, Ethiopia, and Thailand. These countries represent 52% of global and 68% of LMIC suicide deaths. Systematic review of psychiatric morbidity and suicidal behaviour in LMIC Systematic review of psychiatric morbidity and suicidal behaviour in LMIC
Fatal suicidal behaviour
Primary analysis. Nineteen studies (out of 23) reported on an overall prevalence of psychiatric disorder for suicide deaths. Only 6 studies (from China, Indonesia, and India) were rated highly in our quality rating, and these studies included 1,798 individuals. There was a high degree of heterogeneity between the studies that were included in the meta-analysis (I 2 = 96.1%), with estimates ranging from 30% [45] to 80% [48] ( Table 2 and Fig 2) .The pooled estimate of any psychiatric disorder in fatal suicidal behaviour, from these studies, was 58% (95% CI 46%-71%; Table 2 and Fig 2) . There was at least one study for 8 of the 11 ICD-10 diagnosis categories, but only 2 categories had a sufficient number of high-quality studies to be included in the meta-analysis ( Table 2 ). The unrestricted pooled estimates by each ICD-10 diagnosis category are summarised in Table 2 and shown in Fig A-D and L in S2 Appendix. Based on the evidence from high-quality studies, the most prevalent psychiatric disorder associated with fatal suicidal behaviour was mood disorder (25%).
Sensitivity analysis. We planned 3 subgroup analyses by region, proportion of males, and ICD-10 subgroups. We also conducted an additional analysis by the ages of individuals included in the studies and the assessment type. Given the limited number of studies, many of the subgroup analyses were unable to be conducted. These results are presented in detail in the supplementary material (Table A -E in S2 Appendix). There was little difference observed in the prevalence estimates, with the exception of the prevalence of anxiety-related disorders in which studies that were based on a clinician's diagnosis (3%, 95% CI 1%-4%) reported lower rates than interview-based studies (14%, 95% CI 4%-24%). Only a limited amount of heterogeneity was explained by the sensitivity analysis.
Nonfatal suicidal behaviour
Primary analysis. A total of 59 studies (out of 89) reported on the total prevalence of mental disorders in nonfatal suicidal behaviour. There were only 9 high-quality studies (from Brazil, China, India, and Ethiopia), which gave an overall prevalence of psychiatric disorders of 45% (95% CI 30%-61%), with evidence of substantial heterogeneity between studies (I 2 = 98.9%; Table 3 and Fig 3) . These studies included 2,477 individuals. Estimates ranged between 3% [85] to 86% [145] . All 11 ICD-10 diagnosis categories had at least one study estimate, but there were only sufficient high-quality rated study estimates to generate pooled estimates for 4 of the categories (Table 3 and Fig E-L in S2 Appendix) . The most prevalent disorder was mood disorder (21%), followed by anxiety and related disorders (17%).
Sensitivity analysis. Details of the sensitivity analysis are presented in the supplementary results (Table F-J in S2 Appendix). A limited amount of heterogeneity was explained by these analyses. We noted that the overall prevalence of psychiatric morbidity was lower in the East Asia and Pacific region (44%, 95% CI 30%-57%) than the other regions (range 50%-68%). Subgrouping by region reduced the amount of observed heterogeneity between studies for a limited number of ICD-10 categories. We also observed that studies with a higher proportion of male participants (i.e., �50% males) tended to have a higher prevalence of overall psychiatric morbidity (74%, 95% CI 63%-84%) compared with studies with less than 50% male participants (47%, 95% CI 36%-59%). This pattern persisted for all but one ICD-10 category. There were, however, only 8 studies that presented sex stratified prevalence of psychiatric morbidity from India, China, and Iran [91, 102, 117, 121, 135, 148, 151, 160] . Two studies reported a higher prevalence of psychiatric morbidity in males than females [121, 135] , one reported a higher prevalence in females [117] , and the remaining 5 studies reported no differences [91, 102, 148, 151, 160] . Studies that used a clinician's diagnosis of psychiatric morbidity reported a higher prevalence of anxiety related disorders (15%, 95% CI 11%-19%) than those that used a validated diagnostic interview (8%, 95% CI 7%-10%). We found that studies based on selfreported cases of nonfatal suicidal behaviour reported lower levels of mood disorders (12%, 95% CI 9%-16%) compared with other studies (21%, 95% CI 18%-23%). This was also observed for anxiety related disorders (self-report: 8%, 95% CI 5%-11%); other: 13%, 95% CI 10%-15%), but the confidence intervals of the pooled estimates overlapped. We were unable to conduct a subgroup analysis by type of case ascertainment because of too few self-report studies that reported any psychiatric morbidity.
Discussion
To our knowledge, this is the first systematic review and meta-analysis focussed on psychiatric morbidity in suicidal behaviour in LMIC. A total of 112 studies in 26 LMIC have allowed us to estimate the prevalence of psychiatric morbidity in individuals who have engaged in suicidal behaviour. There were only 17 studies that were considered high-quality, with substantial heterogeneity observed between study estimates for psychiatric disorders. Prevalence estimates for psychiatric disorders in individuals who died by suicide ranged between 30% and 80% and between 3% and 86% in those who engaged in nonfatal suicidal behaviour. The pooled estimate of psychiatric disorders was 58% and 45% in fatal and nonfatal suicidal behaviour, respectively, though these estimates need to be interpreted with caution given the high degree of heterogeneity. The most prevalent disorder in both fatal and nonfatal suicidal behaviour was mood disorder, which was identified in roughly 1 in 4 cases. We also found that studies with a higher proportion of males reported higher levels of psychiatric disorders than studies with fewer males.
This evidence synthesis suggests that psychiatric disorders may be less common in individuals who engage in suicidal behaviour in LMIC. This result needs to be interpreted in light of the high degree of heterogeneity between study estimates and the wide-ranging estimates identified. The estimated prevalence in this review is markedly lower than the estimated prevalence in HIC (80%-92% [3, 4, 6] ), but consistent with the prevalence of psychiatric disorders in 'nonwestern' (LMIC but also including Japan and Hong Kong) countries included in a previous review (fatal: 70%, 95% CI 57%-80% [4] ; nonfatal: 59%, 95% CI 57%-61% [6] ). The possible lower prevalence of psychiatric disorders in LMIC could reflect the suicide methods (e.g., pesticide ingestion) used in impulsive acts of self-harm with low suicidal intent that may be less strongly associated with mental illness [168] . It has also been suggested that suicidal behaviour may function as a means of communication in LMIC by disempowered members of the community (e.g., women and young people). When it is used in this way, it may again be less likely to be associated with psychiatric morbidity [169] . In addition, there may be culturally specific expressions of psychiatric symptoms that are not captured by diagnostic criteria such as ICD and DSM [170] .
The most prevalent psychiatric disorder in this review, for both fatal and nonfatal suicidal behaviour, was a mood (affective) disorder (25% and 21%, respectively). This is much lower than the estimates in previous reviews of primarily HIC for suicide and nonfatal suicidal behaviour (43%-59%) [3] [4] [5] [6] . The prevalence of other psychiatric disorder diagnoses for nonfatal suicidal behaviour was considerably lower in this study compared with a previous metaanalysis [6] (disorder [this study versus previous review]: anxiety disorders [19% versus 35%], substance misuse [11% versus 34%], and mood disorders [21% versus 59%]). This difference is likely to be explained by the fact that 70% to 80% of studies included in the previous reviews were from HIC. Only psychotic disorders had a similar prevalence (6%-9%) [4] [5] [6] .
In this review, we also observed a suggested lower prevalence of psychiatric disorders in studies that included fewer males than females. There were very few studies that reported on sex specific prevalence rates, and whilst some supported our findings of a higher rate in males [121, 135] , others did not [91, 102, 117, 121, 135, 148, 151, 160] .
Of the 112 studies identified for this review, just under a fifth were considered high-quality studies that collected consecutive cases of suicidal behaviour (regardless of method) and that used a standardised interview schedule to obtain diagnosis. We considered studies that used a standardised interview schedule to be of higher quality because they are more likely to capture undiagnosed mental disorders. Under-recognition may be more likely in LMIC because of the limited number of mental health professionals who might formally diagnose psychiatric illness. Studies using clinician diagnoses did not generate very different results, apart for anxiety disorder (lower prevalence than diagnostic interviews in fatal behaviour, higher prevalence in nonfatal behaviour). Studies did not always present sex-specific rates of psychiatric disorder, nor did they present data in such a way to allow us to investigate how many patients had more than one diagnosis. We were also unable to distinguish between self-harm with and without intent in the studies included in the review, nor were we able to categorise studies according to whether attempts were first time or repeat episodes. For some studies, certain contextual factors may have impacted on the generalisability of the study findings to the wider suicidal population. For example, in countries where suicidal behaviour is still (or recently) considered a criminal act [171] , the ascertainment of cases may be subject to a selection bias, with more medically serious attempts being included [16, 40, 47, 50, 86, 87, 93, 95, 105, 106, 108, 110, 111, 113, 114, [118] [119] [120] 129, 132, 135, 136, 140, 145, 147, 150, 156, 158] . There is a clear need for more highquality studies investigating the association between psychiatric morbidity and suicidal behaviour.
According to our findings, around half of individuals who engaged in suicidal behaviour had a psychiatric disorder in LMIC compared with most in HIC [3, 6] . There was, however, a high degree of heterogeneity between studies and wide-ranging prevalence estimates. This heterogeneity could be because of differences in methodology. The studies themselves varied in ascertainment of outcomes, explanatory variables, and recruitment methods. Other possible sources of heterogeneity between studies may have arisen from variations in the way diagnostic criteria were interpreted and applied or the qualifications and training of interviewers (e.g., lay versus mental health professionals) [170] . Future studies should aim to recruit consecutive cases of suicidal behaviour regardless of method used and assess psychiatric disorders using standardised instruments that have cross-cultural validity. However, the heterogeneity could also reflect real differences in the aetiology of suicidal behaviour and prevalence of psychiatric disorder between countries. We explored the possibility of this by grouping studies by region, but the heterogeneity within regions remained high. It is clear that not all LMIC are the same. This raises a more fundamental question about whether the current LMIC/HIC dichotomy is meaningful. It might be more helpful to group countries according to contextual differences or by other indices (e.g., sociodemographic index or human development index).
In HIC, policy, clinical, and prevention interventions highlight the central role of psychiatric disorders. The possible lower prevalence of psychiatric disorders in suicidal behaviour in LMIC suggests that whilst the treatment of psychiatric disorders is important, it may need to be a part of a wider suite of prevention activities. In addition, it is important to note the interaction between local sociocultural factors (e.g., socially acceptable behaviours) and wider societal changes related to factors such as globalisation [172] . Prevention efforts in LMIC may need to consider addressing a number of modifiable factors along the causal pathway. Communitylevel factors, such as access to lethal means of suicide (e.g., pesticides), should be targets for suicide prevention. National bans of pesticides has been shown to be effective in reducing the number of suicide deaths [173] . Social and economic stressors, such as poverty [174, 175] , unemployment, and domestic violence [176] , could be important targets for intervention.
Measures to achieve poverty reduction include improved welfare support, opportunities for stable employment, and debt assistance [177] . Family conflicts are a key risk factor for suicide in Asian women [178, 179] . Tackling domestic violence requires changes to the perceived status of women in communities, gender norms, and the negotiation of power in interpersonal relationships. These are ambitious aims, but a promising social change intervention has been trialled in Uganda [180] . The key elements included improved communication, supportive gender roles, joint decision-making, and nonviolent ways for dealing with relationship conflicts.
These community and nonmedical approaches may need to be part of the prevention activities in LMIC, alongside approaches that seek to modify the psychiatric risk factors. We found that half of suicidal behaviour was associated with mental disorder. How should mental health preventive efforts be focussed in LMIC? There is a substantial treatment gap in LMIC (with over 75% of psychiatric disorders going untreated [181] ), and it is estimated that there is a workforce deficit of 11,000 psychiatrists in these settings [182] . Increasing the specialist mental health workforce in these contexts could be one priority, but the resources needed to do this might be limited in LMIC. One approach, which has proved effective in the treatment of depression and alcohol use disorders in India, is the provision of treatment by nonspecialist health workers (i.e., lay counsellors) [183, 184] . Collaborative task sharing in these settings is a promising way forward in reducing the treatment gap, and, subsequently, in reducing the number of people who engage in suicidal behaviour.
To the best of our knowledge, this is the first systematic review and meta-analysis which has aimed to comprehensively synthesise existing evidence from LMIC in order to estimate the prevalence of psychiatric disorders in individuals who engaged in suicidal behaviour. A particular strength of this review is that no language restrictions were applied (this resulted in the inclusion of 18 papers that would otherwise have been excluded). In comparison to previous reviews, we consider both fatal and nonfatal suicidal behaviour within the same review. There were, however, limitations that need to be considered when interpreting our findings. There were few high-quality studies and substantial heterogeneity in our findings. We attempted to explore the sources of heterogeneity using our prespecified subgroup analysis but in almost all cases the heterogeneity remained high. We also relied on searches from journals indexed in 3 large databases but given that these tend to index primarily English language journals we may have missed publications. We attempted to overcome this limitation by conducting hand searches of key systematic reviews [3] [4] [5] [6] and all included studies.
In conclusion, prevalence estimates for psychiatric disorders in individuals who died by suicide ranged between 30% and 80% and between 3% and 86% in those who engaged in nonfatal suicidal behaviour. Less than a fifth of identified studies were rated as high-quality, and substantial heterogeneity was observed between study estimates. Psychiatric morbidity may be less in suicidal behaviour in LMIC. There is, however, an urgent need for more methodologically robust studies from these settings to help these resource-poor countries to appropriately balance preventive approaches. 
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